ABSTRACT Because there is a paucity of information on the perioperative risk of developing complete heart block among patients with bifascicular block (either right bundle branch block and left anterior hemiblock or left bundle branch block) and a long PR interval on the surface electrocardiogram, we undertook an analysis of 76 such patients. Twenty-three patients had right bundle branch block and left axis deviation with a long PR interval and 53 had left bundle branch block with a long PR interval. Thirty patients had 37 general anaesthetics, 23 had 32 spinal anaesthetics, and 50 had 64 local anaesthetics or endoscopic procedures. No patient developed complete heart block. Four patients developed sinus bradycardia during general anaesthetics, responsive to atropine or isoproternol. Similarly, none of the 23 such patients in the literature reviewed had developed complete heart block. Because placement of temporary pacemakers is not without risk, we conclude that prophylactic pacing is not necessary in asymptomatic patients with bifascicular block even in the presence of a long PR interval. Since we did not study patients with recent syncope or myocardial infarction, caution should be exercised in applying these results to such patients.
Cardiologists are frequently asked to advise upon the necessity for perioperative prophylactic pacemaking in patients whose resting surface electrocardiograms show bifascicular block and prolongation of the PR interval. Currently there is little iniformation available on the risk of perioperative complete heart block in patients with left bundle branch block (LBBB) and prolonged PR interval and reports of right bundle branch block -and left anterior hemiblock have included only few patients with PR prolongation. 13 A recent report has continued to recommend pacemaker placement in the latter group.2 Because the value of prophylactic temporary ventricular pacing is uncertain in such patients, we have analysed their perioperative risk of developing complete heart block.
A retrospective analysis was made of the medical records of all patien'ts at the Veterans Administration Medical Center, Minneapolis, whose resting surface electrocardiograms showed a prolonged PR 17 The prolongation of the PR interval on the surface electrocardiogram in both these types of bifascicular block has been shown to be the result of impaired conduction through either the atrioventricular node or remaining fascicle or both.8 While the risk of developing intraoperative complete heart block might depend on the site of delayed atrioventricular conduction, none of our patients had electrophysiological evaluation of the site of PR prolongation. However, previous studies have shown a high frequency of atrioven'tricular conduction prolongation in patients with RBBB and left axis deviation8 9 as well as left bundle branch block. 9 Moreover, prolongation of the PR interval in patients with LBBB increases the risk of developing complete heart block.6 While transient complete heart block in the perioperative period has only been reported once in a total of 136 patients with bifascicular block,-3 7 the additional risk produced by prolongation of the PR interval on the surface electrocardiogram and the need -for perioperative prophylactic pacing during the stress of operation in these patients remains uncertain.
This study was undertaken to examine the need for perioperative prophylactic pacing in patients with bifascicular block and a prolonged PR interval on the surface electrocardiogram. The present series, combined with data from other studies ( 
